Introduction: This English study is the first to focus on the contribution of occupational therapists to the work of community mental health teams for older people. Method: A mixed methods study comprising: a national survey of community mental health team managers; caseload audit; qualitative interviews; and a practitioner survey provided information on team membership and functions, user characteristics, accounts of occupational therapists' roles and experiences, and work characteristics. Findings: Occupational therapists worked mainly with people with dementia and were involved in both generic and specialist tasks, with the latter focusing largely on maintaining functionality. They had found ways to balance their roles for the benefit of the team without loss of professional identity. Some differences of opinion between clinical leads and occupational therapists were reported. Stress levels among occupational therapists were similar to those of professional colleagues. Conclusion: Some findings contrast with earlier studies of community mental health teams for working-age adults, offering new insights into the nature of the occupational therapists' experiences. To ensure that occupational therapists in these settings are able to contribute effectively, a shared understanding of their role is required between them and their clinical leads.
Introduction
The origins of occupational therapy in the United Kingdom (UK) lie in mental health practice, where the 'therapeutic use of occupation as part of a humane regime of care' was introduced into some asylums in the 19th century (Paterson, 2014: 4) . Models of service delivery have changed radically since then, and the vast majority of service users are now supported in their own homes and other community settings (College of Occupational Therapists (COT), 2006). Nevertheless, the use of participation in activity as a means of improving or maintaining functional status and wellbeing remains at the centre of occupational therapy practice (COT, 2006) , in keeping with contemporary models of mental health in which meaningful occupation is seen as essential to the promotion of health (Rankin, 2005) . It is thus not surprising that occupational therapists have long been advocated as key members of community mental health teams (CMHTs)integrated multi-disciplinary services that undertake assessment, diagnosis and treatment in the community and form the core of specialist mental health service provision (Department of Health and the Care Services Improvement Partnership, 2005) .
It has been argued that occupational therapists' broad education and holistic approach is particularly suited to the care of older people, who typically present with a complex mix of cognitive, functional, behavioural, psychological, social and physical problems (Centre for Workforce Intelligence, 2012) . Despite occupational therapists contributing to the membership of the majority of CMHTs for older people, they form a relatively small proportion of staffing overall, often comprising only one member per team (Wilberforce et al., 2013) . The inclusion of occupational therapists in multi-disciplinary teams dominated by nursing, medical and support staff raises concerns about the acknowledgement and appropriate use of the profession's unique contribution. However, few empirical studies have explored their work in community mental health services for older people, whilst evidence from working-age adult services is significantly dated. This paper describes the findings of a five-year programme of research exploring ways of working in CMHTs for older people with a particular focus on the role of occupational therapists.
The literature on occupational therapists in CMHTs for older people As noted above, research evidence on the nature of the role of the occupational therapist in CMHTs for older people is scarce. Of 22 articles included in a 2012 synthesis of occupational therapy interventions used in mental health, for example, approximately three-quarters focused on interventions with working-age adults (Wimpenny et al., 2014) . Furthermore, the present review found no detailed reports of the needs and characteristics of the service users with whom occupational therapists in CMHTs for older people work, although one recent survey of occupational therapists working with people with dementia in the UK, including CMHTs for older people, found that most were described as being in the 'mild to moderate stages' (Swinson et al., 2016: 87) . User profile information within other recent literature from the Netherlands and Germany relates to specific sub-groups receiving particular interventions as opposed to therapists' general caseloads (Graff et al., 2006; Voigt-Radloff et al., 2009) .
One particular tranche of mental health research has centred on the perennial concern relating to the extent of generic (performed by any mental health professional) as opposed to specialist (requiring occupational therapy skills) work undertaken by occupational therapists in multi-disciplinary teams. Studies published in the first decade of the 21st century have noted a range of experience regarding the mix of generic and specialist work, predominantly in working-age adult services (for example, Harries and Gilhooly, 2003; Parkinson et al., 2009 ) but also more recently in one study which included CMHTs for older people (Swinson et al., 2016) . This survey reported that the majority of occupational therapists were involved in both generic and profession-specific work, with 56% spending most of their time undertaking the latter.
The implications for practitioners of undertaking generic activities include the potential loss of occupational therapists' specialist role. Such fears were voiced in a survey designed to inform the COT's mental health strategy (COT, 2006) , although participants were more positive about the general integration of health and social services and partnership working. In a study by Harries and Gilhooly (2003) , levels of job satisfaction decreased as the proportion of generic cases rose. Increasing genericism is likely to be one of many contributors to stress factors in mental health settings, as well as the types of clients seen, work overload and interpersonal conflicts with colleagues and supervisors (Bassett and Lloyd, 2001) . How the degree of stress they experience compares with that of other professions is not, however, clear. Whilst some studies have suggested that occupational therapists are more pressured than other disciplines (Bassett and Lloyd, 2001 ), identified no significant difference between occupational therapists and social workers in Australia. More positively, occupational therapists in mental health settings have generally been found to experience high personal accomplishment and job satisfaction , although, again, no studies were found that specifically examined these issues in older adult services.
Further empirical studies of the contribution of occupational therapy skills are crucial. Given that they form a relatively small component of most teams, their input cannot afford to be wasted. Furthermore, occupational therapists' training must prepare them for their work roles (Fox, 2013; . Against this background, the current paper reports the results of a five-year research programme that explored the most appropriate and cost-effective ways of organising and delivering care for older people with mental health problems . In particular, the work reported here aimed to identify (a) who occupational therapists in CMHTs for older people see; (b) the nature of their role; and (c) how they perceive this, including their job stress and satisfaction.
Method
The data utilised in this paper relate to four discrete research activities. First, a national survey of CMHT managers collected information on team membership and roles. Second, a caseload audit in nine CMHTs enabled identification of the service users supported by occupational therapists (as opposed to other practitioners). Third, qualitative interviews with five occupational therapists provided a detailed account of their roles, responsibilities and experiences. Finally, a survey of nearly 300 CMHT practitioners collected information on a range of psycho-social characteristics of their work (including job demands, controls and social support) and job satisfaction, facilitating comparison between professional disciplines.
Standardised measures were used within the caseload audit and practitioner survey where feasible. The caseload audit employed the Barthel activities of daily living index with categories collapsed into four groups using conventional thresholds (independent-high or total dependence) (Mahoney and Barthel, 1965) . The practitioner survey included elements of the job content questionnaire (Karasek, 1979) relating to measures of co-worker and supervisory support, job demands and controls with possible scores of 8-32, 12-48 and 24-96 respectively. Further information is provided in Table 1 below.
Data analysis
Descriptive statistics were used to analyse the data from the manager and practitioner surveys and the caseload audit. These were predominantly in the form of mean comparisons. Tests of significance were undertaken, including Chi squared and ANOVA (with Bonferonni corrections), as appropriate to the data. All data were analysed within STATA v14.
Analysis of the practitioner interviews adopted a grounded theory approach (Glaser and Strauss, 1967) . Framework analysis (Ritchie et al., 2014) was drawn on to manage and interpret the data. This system supports thematic analysis, uses a systematic process to ensure that subjective interpretations are visible and open to challenge and refinement, and is both iterative and comprehensive (Ritchie and Lewis, 2003) . Thus, basic codes were produced from a priori concepts, with the identification of further themes and codes resulting from close reading of transcripts. Three members of the research team were involved in this process to ensure the reliability of decisions (Henwood and Pidgeon, 1992) . Further information is available elsewhere .
Ethical issues
Ethical approval for the study was granted by the Cambridgeshire Research Ethics Committee. All survey and audit data were collected anonymously. Potential interviewees (three per team, selected by the researchers to ensure a spread of occupations) were approached via team managers and, if interested, sent a study information sheet and interview topic guide in advance. Written consent was taken immediately prior to the interview and participants were reminded that this could be withdrawn at any time. Direct quotations from interviewees are labelled according to their team identification as either A, B, E, H or I so as to maintain consistency with other publications.
Findings
The findings are reported under three main headings reflecting the aims noted in the introduction.
Who do occupational therapists see?
Data from the caseload audit suggested that a number of service user characteristics were associated with being seen by an occupational therapist (Table 2) . Occupational therapists were significantly more likely to see people who had some informal care, a diagnosis of dementia, needed help with daily activities of living, were described as having challenging behaviour and to be at a high level of risk. Correspondingly, they saw a relatively low proportion Selected elements of the job content questionnaire: a standardised pan-occupation instrument, measuring psychological pressure (or 'demands' -five items); decision latitude (or 'control' -nine items) and social support (or 'support' -11 items). CMHT: community mental health team; OT: occupational therapist of people with anxiety or depression compared with other professionals.
Interviewees corroborated these findings, noting that they worked largely with people with dementia, individuals with complex needs, and carers, as exemplified in a number of the quotations below.
What do occupational therapists do?
The nature and focus of the occupational therapists' work was described by interviewees as centred on assessing functionality and reducing risks through the provision of environmental supports and equipment such as kitchen aids, particularly for people with organic mental health problems. For example, one occupational therapist stated that she focused on 'how people function and how their illness impacts on their ability to function' and that 'a core aspect' of her work was 'activity analysis' (I). Another stated that his work involved looking at:
. . . maintaining people's functioning . . . looking at either pieces of equipment or strategies to help with memory behaviours that we can pass on to their significant others (E).
Occupational therapists also emphasised their dual role in relation to both physical and mental health and noted that although their work might at first glance look similar to other occupational therapists':
You've got the overlay of whether somebody with a mental health issue can safely use the equipment, so it's not just a physical thing, you've got the mental health angle as well . . . whether they can take the new learning on (A).
According to the national CMHT manager survey, 81% of occupational therapists undertook initial assessments and 85% acted as care coordinators or key workers (Table 3 ). This implied that whilst a sizeable minority (15%) of teams used occupational therapists solely as specialists whose involvement was sought for specific tasks, the majority also engaged in generic activities, albeit to a lesser extent than nurses (Table 3) .
Although these figures indicate the types of tasks undertaken by different practitioners, they do not show how frequently these tasks were conducted, nor under what circumstances. The interviewees threw more light on these issues. Initial assessments, for example, were undertaken only where a clear occupational therapist need was identified from the outset. Indeed, interviewees I get my caseload from within the team so they will always already have been seen . . . they should be picking up that there's problems with how someone is coping (I).
There were times when cases were allocated on grounds of capacity, although they were more commonly allocated on the basis of need, that is, matched to the most appropriate professional. Occupational therapists made a clear distinction between the work they did with other team members' cases and individuals for whom they were care coordinators, noting that the latter generally needed long-term occupational therapy input. One commented that although she was 'currently running [a caseload of] about 30 [she was] . . . care co-ordinating about four people maximum' (I). She saw this as an effective use of her skills, enabling her to take on more specialist work than would otherwise be possible. Other team members also appeared to prefer this way of working. For example, talking about allocation meetings, one occupational therapist commented that:
Often I've said, 'Oh I've probably got the capacity to pick up [a case]', and people have said, 'no, no I've got somebody that I want to refer to you'. So I think they prefer to have me doing the specialist part (B).
Elaborating further, some interviewees described their work as mostly short term, providing a specific intervention:
Sometimes I get . . . referrals just for a specific equipment need, and sometimes it is for assessment of functional ability, and I would do those. But I wouldn't necessarily take them on a long-term basis (H).
They . . . pull us in to co-work, so we can actually now share a case . . . we will [undertake the] intervention . . . and then it goes back to them (A).
Nevertheless, they accepted that effective multi-disciplinary working involved some degree of overlap or role blurring, and noted that this worked in both directions, with nurses, for example, expected to monitor safety and social engagement following an occupational therapist's intervention:
I will check to see if they have got medication and they are checking to see if they are . . . getting out to do activities and things . . . there is definitely role blurring (H).
Indeed, medication monitoring was cited as a task occupational therapists often undertook, despite being outside their unique remit, and support was essential to ensuring they were comfortable with this. One occupational therapist noted that:
If I found that I was struggling, or I just wasn't sure, you've got the consultant to come back on . . . and equally you might ask one of your nurse colleagues just to have a look (A).
Another clarified where the overlap and boundaries fell in relation to this work:
There is overlap . . . part of my assessment . . . might be medication management . . . I don't necessarily have all the knowledge of what all the medication is for . . . that's a specialist area for the CPNs [community psychiatric nurses] to say what the medication is for (E).
How do occupational therapists perceive their work?
In the practitioner survey, occupational therapists scored a mean of 24 out of a possible 32 in relation to support (including that received from co-workers and supervisors); 37.5 out of a possible 48 in relation to job demands; 69.2 out of a possible full range of 96 with regard to control over their work; and 3.7 out of a possible 6 for job satisfaction (Table 4 ). For support and job demands, their scores were similar to those for nurses, social workers and 'other qualified staff' (largely psychologists). Similarly, their levels of control and job satisfaction were comparable to those for nurses and social workers. However, they experienced significantly less control (Bonferroni: p ¼ 0.004) and were significantly less satisfied (Bonferroni: p ¼ 0.038) than the 'other qualified staff' group. Furthermore, 64% of occupational therapists were reported to be quite, very or extremely satisfied (56% quite satisfied) with their jobs compared to 69% of the other groups.
Responses to a range of bespoke questions about multidisciplinary working in the practitioner survey are considered below ( Table 5 ). The occupational therapists' responses are first briefly compared with those of the other respondent groups, and then more fully explored, drawing on the interviewee data. On most issues, occupational therapists and other staff groups responded in similar ways. However, there were statistically significant differences in relation to three questions. Occupational therapists were significantly more likely than others to state that they were often asked or expected to do things that were outside their professional role; to feel 'torn' between the values and goals of their profession and those of their team; and (although only reported by a minority) to feel professionally isolated.
Most occupational therapists stated that they felt that their expertise was valued by their colleagues, whilst just over three-quarters thought that their role was well understood. These views were generally echoed by the interviewees, who commented on the good relationships they had with their colleagues, and on feeling valued by them, with one stating that she had a recognised 'niche' role (B) within the team. On the other hand, in keeping with the minority of occupational therapist practitioner survey respondents who did not think that their colleagues understood their role well, one interviewee remarked that:
The memory assessment has been going over for 18 months now and after a year to have a doctor say, 'well, what do OTs bring to the diagnosis?' was a bit of a floorer, and some still try and get us purely just to do equipment referrals (I).
Whilst 80% of occupational therapist respondents to the practitioner survey thought that they were used appropriately within the team, 72% said they were often asked to do things outside their role and 64% reported they often felt 'torn' between the values and goals of their profession and those of the team. These findings, together with the fact that 92% thought that working with other professions had helped them develop new skills, produce a complex picture.
The interview data offered further insights regarding these issues. Interviewees recognised the need to engage in some generic work alongside their specialist role to support team cohesion. One interviewee spoke of dropping some of the more 'elaborate' occupational therapy assessments because of their profession-specific language and substituting these with more general approaches: Some of the assessments, like the memory assessment . . . the results are consistently understood Undertaking generic activities did not appear to impact negatively on the interviewees' professional identity. Their comments suggested they had found a way to manage the potential for being 'torn' between their professional values and goals and those of their team, maintaining a clear perception of themselves as occupational therapists whilst undertaking generic tasks. For example: Operating as an autonomous professional was something prized and, according to the practitioner survey, still experienced by the majority of occupational therapists. Interviewees stated that they operated autonomously in relation to managing their diaries and to clinical input, and that they were able to negotiate with managers in supervision 'to justify why people are on your caseload and what you are actually doing with them. So there is that freedom' (A). Some, however, noted that their work was becoming more restricted, with bigger caseloads, shorter time frames, delegation of tasks to support workers and limits on who they could work with. One commented that she had been told by her manager that the team no longer supported carers, something she struggled with as she felt that it was 'almost impossible to work with people with dementia without doing an element of carer support' and described feeling 'constrained' by this (H). Another noted that time limitations meant 'you end up delegating . . . to . . . support staff which, in years gone by, if we'd had less cases we would actually do that work ourselves' (A). A third stated that 'caseloads are growing and we are trying to be creative as to how we can manage that . . . we are discharging people sooner' (E). The provision of supervision and support from clinical leads also had its challenging features, including its availability. One occupational therapist noted that she had received 'fantastic' supervision from the lead occupational therapist in the past, but said that this was no longer available (H); another was hoping to 'raise issues' about 'ongoing things' with a newly appointed lead (K), having not had access to one for some time; whilst a third had structured monthly supervision from an occupational therapist manager based in another team who was not always available between formal sessions (B). A second difficulty related to the differing views of occupational therapists and clinical leads on the balance between generic and specialist working, and how to manage this. On the one hand, interviewees were generally pleased to have their clinical leads' backing to help ensure they did not lose their occupational therapist focus. On the other hand they also reported feeling under pressure from their clinical leads to maintain a specialist role, suggesting that the latter did not always appreciate the need for, or the value of, some generic working. One occupational therapist talked about this putting her 'in a constant dilemma' (H). She understood her lead's concern about 'watering down the profession' but was also frustrated by this as she believed that the CMHT worked more effectively when she took a 'flexible approach' to this issue.
Discussion
Although the profession of occupational therapy began in the field of mental health (Paterson, 2014) , this paper is the first to explore the broad role and remit of occupational therapists working in CMHTs for older people. Furthermore, it contributes to the current state of knowledge by providing information on the contribution made and challenges faced by occupational therapists working in CMHTs from both a broad national perspective and a detailed local context. Key messages and implications for service users, occupational therapists and managers are considered below and areas for future research are outlined.
Implications for service users
The findings indicate that occupational therapists in CMHTs for older people spend most of their time working with people with dementia, undertaking a range of tasks related to assessments, direct interventions and family support. However, there is limited research into the effectiveness of occupational therapy interventions with people with dementia. Although one study of community dwelling adults in the Netherlands reported positive outcomes, there were difficulties in translation to other countries (Graff et al., 2006; Voigt-Radloff et al., 2011) , highlighting a need for both transferable interventions and further research in this field, something currently underway in the UK (Swinson et al., 2016; Wenborn et al., 2016) .
The finding that people with functional ill health were less likely to be supported by occupational therapists than people with dementia echoes that reported elsewhere in relation to social workers (Abendstern et al., 2016) and suggests that older people with functional disorders are largely supported by nurses. Future studies might thus profitably explore how appropriate it is that older people with functional illnesses are less commonly seen by occupational therapists, whether their needs are better met by other staff, or whether this practice occurs for other reasons, such as work pressures. It may be that occupational therapists' specialist interventions, approaches and skills are being lost to a group of people who could greatly benefit from them.
Implications for occupational therapists
In line with earlier research noted above, this study found that the majority of occupational therapists were satisfied with their jobs. However, it also found that their role included an element of generic working (although not its extent), and that they felt torn between their professional values and goals and those of the team. This apparent contradiction was explained by the interviewees, whose experiences suggested that they were not necessarily unhappy about working outside their specialist role, recognised its value to the team and, in line with the findings of Lloyd and colleagues (2004) , wanted to tread a middle ground. Indeed, evidence from both the practitioner survey and the interviews suggested that occupational therapists felt valued as specialists, and believed their role was mostly understood by their colleagues. Further, the interview data also demonstrated clarity regarding the professional identity of occupational therapists within a multi-disciplinary and integrated environment. These findings demonstrate a clear and important shift in comparison with evidence from the 1990s, and suggest that occupational therapists have found their place within multi-disciplinary CMHTs for older people.
Whereas earlier studies are equivocal about the extent of pressure and stress experienced by occupational therapists in comparison with other disciplines, this study indicates that occupational therapists, nurses and social workers experience similarly high levels of work demands and controls. Wider comparison with a large general workforce study in the Netherlands (Leone et al., 2007) suggests employees with symptoms of fatigue and burnout generally had lower controls (and slightly lower demands) than the current sample of occupational therapists, whilst staff without these symptoms reported higher control and lower demands. Additionally, two English studies focusing exclusively or predominantly on social workers in adult social care services (Manthorpe et al., 2014; Wilberforce et al., 2014) reported slightly lower levels of demands but similar levels of controls to the occupational therapists cited here, albeit one reported that participants working with older people were twice as likely as others to be in 'high strain' posts . Together, these findings suggest that although occupational therapists' job demands within CMHTs for older people are high, their relatively high levels of control over their work cushion them from the effects of job strain. That said, the erosion of control noted by interviewees is of concern, as, within the model outlined, this would be likely to increase job strain and reduce job satisfaction (Karasek, 1979) .
Implications for managers
The importance of support from both colleagues and managers to moderate the threat of job strain has been noted elsewhere, with professional isolation being identified as a particular feature of this (van der Doef and Maes, 1999) . Although the national survey of CMHT managers identified an increase in the number of teams including an occupational therapist, many remain single practitioners within them. This may result in professional isolation, something experienced by a significant minority of occupational therapists responding to the practitioner survey. Good quality support and supervision, necessary for all CMHT practitioners, is particularly important for occupational therapists, given these findings. Encouragingly, interviewees referred positively to support from colleagues within their teams in contrast to a previous study (Harries and Gilhooly, 2003) . However, they also suggested that it was often incumbent on occupational therapists themselves to find the supervision they needed from clinical leads and managers.
Finally, the reported difference of opinion regarding the desired balance of generic and specialist working between occupational therapists and their clinical leads suggests that whilst the former have reached an understanding of how to operate in CMHTs in line with current government policy, clinical leads, looking on from the outside, remain resistant to diluting the specialist occupational therapy role. This is an important finding, for in order for occupational therapists to build and maintain the positive approach to multi-disciplinary work noted above, as well as their professional identity, these two groups will need to work in harmony.
Limitations
Whilst this original study draws on a broad range of data, a number of weaknesses must be acknowledged. Firstly, the national survey was completed from a manager perspective. Almost three-quarters of respondents were team managers, 15% were service or locality managers, and the remainder were team members. These differences may have influenced their answers in view of the different information available to them. Secondly, the number of occupational therapist respondents to the practitioner survey was low compared to some other professions (albeit this was a reflection of their low numbers generally, rather than their poor response). The lack of equivalent data from previous studies also limits the utility of these findings, although comparisons with other samples have ameliorated this to some extent. Finally, due to resource limitations it was not possible to interview the full range of practitioners in each team. Thus only five occupational therapists were interviewed.
Conclusion
This mixed method five-year study has explored the work of occupational therapists working in CMHTs for older people in relation to who they see, the nature of their roles and how they perceive them. Encouragingly, it portrays a more positive picture than that indicated in earlier studies, suggesting occupational therapists have a strong identity as both specialists in their field and generic mental health workers. That said, it also suggests that such practitioners require more tailored supervision and that older people with functional disorders might be missing out on their support.
Key findings
Occupational therapists working in CMHTs for older people:
. Work mainly with people with dementia;
. Balance specialist and generic roles to their satisfaction and desire more support from clinical leads in relation to this; . Have a clear identity as occupational therapists and mental health practitioners.
